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ABSTBACT ' ' ^ . . 

Many jurisdictions^^uice psychiatrists t^ a^ssess 
patient "dangerousness" in the process ofiinv^^Ttintary 
hospitalization* considerable research Indicates that psychiatric 
predlct^ion of dangerous behavior is rather inaccurate, the principal 
error heinq one of overprediction* Inaccuriicy may result. In part, 
f ro^ the psychiatrist's role In the'healtL' care organizatlcn* The 
dental Healtli Associate (MHA)vrole, net spring some of these 
structural disadvantages, is hypothesi2ed|to yi^^^d mere accurate 
predictions of patient "dangerousness* Hotf^ver, a fcllcir*up study of 
clients originally assessed on potential grange rousness indicated MHA 
pred^ictions did net signi'Cicantly differentiate betveen these 
actually manifesting dangerous behavior. apd' those uho 4ld not* 
Further investigation revealed th^t ini^idence of str^ess events vas 
significantly 'associated vith the occuSrenee of dangerous behavior 
during the follcw^up period and influe^ces^ the accuracy of^ ^ 
assessments, MHA predictions significantljf dlf f erent4^^6 those 
mani£est£ng dangerous behavior and tfac^e jitho do not vhen stress is 
lov during thQ follov-up period* (mder high stress/ccnditions, MHA 
predictions are less accurate*. Impli^aticn^' for the process of 
attributing dangerousness f od Involun tary commitment are discussed*' 
(Author)- * _ ' 
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Dangerousness, Stres^and Mental Health Evaluations 

/ 

; INTKODUCTION / 



* To protect society and those deemed incompetent or incapable of 

( ^ ' 

carlRg for themselves, the state provided certain mechaatsms for ^ 

involuntary institutionalization and treatment of the mentally ill* 

In many jurisdictions criteria for QOmmitntent require the individual 

be found, as the result of a mental disorder, dangerous to self or 

others.* At present, fourteen states haye civil commitment statutes 

explicitly referring to the likelihood of danger to seTf or others: * 

If criteria for issuance of hospitalization via medical certifica^on 

and emergency detention aif^e included^ forty-four states and the Oistrlct 

of^Columbia have laws including the dangerousness to self or others 

criteria (Brakel and Rock,^971)* Ther^ is also evidence thlt under 

a variety ^of circumstances, the perception of dangerousness i^ the 

single mqst important determinant of judicial decisions to commit or 

release mental 'p^atients (Kumasaka, StQ>kes artd Gupta, 197^)* 



The l^ws essentially presume the existence^|>a knA/ledge which, 
.when applied by the 'appropriate expert, leadS-'to a highly^valld 
^ predli^tton .of dangerousness. The expeft most commonly assumed, to 
possess that'knowledge is the psychiatrist. 

How accurate are psychiatHc assessments of dangerousness? A 

' / \ _ 

^ cumulating body of res^'earch Vvidences a rather poor record of prediction 

(e*g*.;-Wenk et al:^ 1972; Cocozza and Steadman,- 1976)* In particular." 

pfSyChiatrists ^tend to ove^predict dangerous or anti-social behavior* 

As Dershowttz Concludes his review 'of prediction studies: 



■ ■ /2 ■ ' 

j ..At seems that psychiatrists are particularly prone to \ 
^ -one type of error-overprediction* They tend to predict 
anti-social conduct in many -instances wherje it would not* 

*,in fact, occur. Indeed, our research suggests that for * . 

every correct psychiatric prediction of vioTence^herfe aref 
numerous erroneous predictions, ■ (Dershowitz, 1969: 47) 

Considering the structural and situational disadvantages of 

\ ; . > 

psychiatric evaluators, inaccuracies in their decision making should - 

not be surprising. Typically, the role of the psychiatrist is hanipered 

by; contextual disadvantages, political disadvantages, cultural "dis- 

advantages, statistical disadvantages, and inforindtional disadvantages, 

1) Contextual Disadvantaties : Psychiatrists commonly practice in 

medical settings- {e.gx*, clinic, hospital, etc.) removed fron patients' 

normal social environment. A judgment about the patient's VpWrttia^ fo»* 

dangerous behavior {'•tfangerouiness") is frequently required following 

a brief interview conducted in an unnatural institutional setting. 

Laing -and associates {e.g., Laing and Esterson, 1964) have cautioned 

about the danger of making' evaluations of psychopathology from 

observations of patients outside their usual complex of social relation- 



ships* It is particularly difficult to assess a patient's motivation. 



Internal- inhibitions or habit stren^h {M^gargees J976) as itpertainsv 
to past behavior withjf^tle information about the social context of 
that behavior. 

Further, there is e\ridence indicating that tBe context of medical- 
decision-making predisposes clinicians to see psychopathology (e^.g- , ^ 

Babigian, et aK, 1965)* Over a decade ago Scheff (1964) reported. 

\ ' ' • " 

psychiatristl^^actin^a a presumption- of illness in evaluations for 



. hospital conrvKment while a more recent ir^estigation (Rosenhan, 1973) 
suggests .normal behavior within hospital settings is often interpreted 
as psychopathologlcal symptoms. Thus',' viewing a patient in the hospital 
may'hamper accurate interpretations of (past and present) patient 
behavior and contribute to overestimating dangerousness. 

2) Political Disadvantages : Th6 psychiatric evaluator is most 
vulnerable to attack from the community when a patient. who is released 

•causes harm^ It therefore becomes expedient for'evaluators harboring 
any doubts about a patient's dangerousness to /err on the side of'hospital. 
commitment rather than release (Scheff, 1963; 1964). The evaluator is' 
unlikely to suffer serious repercussions from having institutionalized 
the '*false positive." This bias toward treatment when in doubt is 
\Vei1iforced by a "medical decision rule" derived from the very ideology 
of physician practice. Believing Wi'at he or she is working for the good 
of the patient,' the medical practitioner assumes that it is better to- 
impute disease than to deny it (Scheff, 1966:32), 

3) Cultural Disadvantages' ; Psys^atrists* like physicians as a 
whole, are typically white males recrutted from middle or high income 
families, . Populations being- considered foi^ihvoluntary psychiatric 
hospitalization are typically from low income and/or minority backgrounds. 
In. a sense the psychUtric evaluator may be "culturally deprived," 

. finding difficulty in relating to their patients' social background and 
establishing rapport. Often, the evaluator is only temporarily aSisigned 
to a ward 'involving commltmfent decisions (e.g., in the case of a 
rotating resident) so there fs little ti»e— or motivation—to build an- 
understanding of the cultural groups using Wiat medical service. 
Lacking familiarity with patient background should create difficQlties 
in comprehending the meSning of patient behavior* 



4) Statistical Disadvantages ^ Amg ago» Heehl and Rosen (1955) 
^recognized, the statist4cal, limitations in attanpting to predict 

infrequent events {such as,."dangerous behavior",). Referring to Bayes'"' 
Theorem* the authors demonstrated that when attempts are made/ to 
predict low "base-rate events, even a mc^(ierate, "faUe positi**' rate 
results in large numbers of prediction errors. Because thy ba?e rate 
of behavior is. so small, '^alse positives" (those said to 9e^,d^ngerous 
but who are actuallV fiot) compromise the greatest part of the error (see 
e,9,» Shah» 1975:504 or Kegargee, 1976:13), " ; 

5) InfonHtional Disadvantages : Most social >cientists operate 

under the assumption that huiffan behavior must be understood as a function 

of both perspnality and environment. However, psychiatric evaluators are 

expected to predict 100^ of the variation in human behavior knowing only 

half* of the relevant independept variables (at be'st). The prediction 

V ■ ■ 

of behavior from personality variables alone cannot possibly be 

* 

accurate: Some understanding of the situation to which the patient will 

be returning and the interactions of these stimuli with personality . 

factors is necessapj to improve the validity of psychiatric predictions 

of dangerousnesy. • • . 

A combination of these situational and structural disadvantages 

handicaps psychiatrists' ability to assess patient potential for 

*■■.'*' , •- * ' 

dangerousnes^. This study investigates whether the ranoval of certain 

.disadvantages increases .the accuracy of p^chiatric predictions. 



THE-.PRESENT, STUDY. , ^ 

Thi.s study inVol-ves clients served by the County E^nergencyl^ental 
Health Service (EffliS) cff a large. Southeastern,^ U,S,» metcopol1tan«area, 
The Orjit* directed by, a psychologtst, empl-oys severaT Mental Health 



Associates^{MHA's). HHA's.have completed a bachelor's degree, and, in 
some cases, are working on graduate degrees. All have spent at least 
one year in a mental health service gaining clinical experience as a 
Mental Health Assistant, 

' ' -y. ' ' ' 

^ The Emergency Mental l^ealth Service receives many calls, from area 
residents in various stages of crisis. 'Typically, problans involve'a ' 
subject acting in a peculiar tfr disruptive. fas)^on due \o suspected 
mental disorder. The 24-hour service frequently acts as a clearinghouse 
by referring callers to the various specialized agencies and services of 
the County. Occasionally, the £HHS takes responsibility- for^ case and 
attempts cns-is intenrvention work over the phone (essentially 

r 

discussion, counseling and guidance). In sonw serious situations an 
MHA will decide to pursue the case by arranging a home visit. Often, 
homesvislts afe followed up with additional calls, to ttie clients or^ 

, another involved agency until the^^immediate crisis subsides- MHA's 
file a record of each call ^nd a sunmary of tlieir obstfrvations during 
each home visit. In cases of suspected nnental disorder, MHA^s will 

yflote whether or not they pe*;ceive the subject to be dangerous to self 
or others {when observations suggest this to be a 5>o?5i|^iiity)* MHA's 

,are not able to make* hospital coninitment£| but they sometimes inform the 
concerned family members of procedures for obtaining involuntary: 
hospital admission for evaluation and treatment*, ^ ^ ^ 

The HHA's role in the jnental health system appears to share f«wer 
of the structural and situational disadvantages faced by the hospital- 
based psyc^iiatr'ist in predicting daogerousness^, First* MHA'sjSi|)loyed 
by the E.M.H.S. have the advantage of viewing a'cl'ient's behavior 'in 
its natural social environment, MHA's often" visit the home during * 



dlsrijptiye episodes, observe the patie^it^and speak with household 
members. Only on rare occasions is a Calient ever viewed exclusivel)^in 
a clini^i setting* Second, HHA's^are not under an^ political pressure 



'din^^i^ 



regardin^neir decisions about patieijt dangerousness amd ne^ for 
hffspitalization; MHA^s do not make coninitments, but merely use their \ 



/ 



^ERiC 



discretion to inform^a client's significant others of available 
procedures for jnvoluntary hospital admission for.evalu^on and 
treatment* further, MHA*s are not trained in programs fostering a 

■ . - 

"medi-cal decision rule*" If anything, they are typically critical of 

* » » 

traditional medical model approaches to menta\ health and appear 

sensitive to patient rights and court decis^ions bearing on those ,iS9ues* 

' \ 

Third, HHA*s are more likely than ^psychiatrist's to share^social ^ 

V f ^ 

backgrounds similar to clients being evaluated for involur\tary commitment* 

'^^^ 

MHA's commonly come from wofltTng or lower-middle c^ass homes* Addition- 
ally, blacks and women are represented among them. Since MHA's deal 
almost exclusively with poor and medically indigent persons, experience 
allows them to develop good rapport and empathy with their fLients. 
MHA's appear "tuned in" to the commun-ity of their patients, being 
conversant in the local dialect and able to understand the* cuVturaJ- 
values and meaning of client behavior* However, MHA's still face the 
statistical realities when predicting infrequent behavior and da not 
Jcnow (but "may well be in a better position than psychiatrists to C 

* 

* anticipate) situational stressors facing their clients in the future* 
i> If MHA's are less likely to experience certain structural barriers 
to .accurate prediction, then it . is reasonable to hypothesize that MHA's 
will more accurately predict "dangerous" behavior than psychiatrists.- 
Further, predictions of MHA's (as with any. evaWator) should be more , 
accurate when situational. pressors are constJdered. , 



HETHODOLOGICAL PROCEDURES ' 
* The pomjlation of 99 clients comprised all cases of suspected 
mental disorder in the EMHS "Home \Msjt File" since the first recorded 
home interventions in early 1973 until November, 1974 {approximately 3 
months prior to beginning our follow-up interviews) • ^Interviewers 
attempted' telephone contact with ^ct) of the original callers on file, 
usually a relative or close friend of the subjecfS/ith a suspected . 
mental problem^ *When the original caller c6uld*not successfu^ly-^e* 
reached, an atten^t was made to contact some other members of the 
household. or "sigrvlficant other," If|this failed, an interview was 
conducted with the sobject of the original intervention {3 cases) • 
Finally,* when all telephone contact failed>^*niome visit was mMe 
{6 cases)* 

Sifty-seven (6056) of the cises received follow-up interviews while 
42 (40%)' could not be contacted/ According to local records,' the 

^subject's of the 42, unsuccessful fdllow-ups^were not presently 
institutionalized in a hopsital or prison but two had died of natural 
causes. Comparing xlemographic charac^risti^s {age, sex^ race, social 
class), the group followed up wa$* not "sT^t^ficantly different-from 
those who were not. While the drop-outs may have been more transient 

* than those interviewed, they were not a "more dangerous" group* Of the 
2VoriginSlly designated dangerou^ by the MHA^s, 18 or 86% were in oun* 
foUow-'up group/ If anything^, the group successfully followed up was 
more "dangerous-^'' ; ^ ^ V * 

The 57 follow-up interviews were equally divided among males and 
females. The age ranged from 16 to 67 with a mean of 36. Thirty-one ' 
whiles and 26 blacks were contacted and socioeconomic status (education 



■ ' 8 . V 

income, occupational prestige) was uniformly low.. Using the 

HoUingshead Two Factor Social Position Scale*(Hollings|iead, 1965), 

Subjects would all be classified in eitt^pr' class IV or V (the lowest). 

Approximately. Jialf had received some psychiatric care or counseling 

Since •the initial EMHS intervention although none were hospitalized for 

(nore than two weeks. Thus, all had spent mos^t of the follow-up period 

outside institutional settings and with ample opport^nijy to exhibit*, 

^'dangeroas'l behavior, , ^ ^ ' 

. Central to the interview were measures, of subject dangerousness and 

social stress* Classification of the subject as having been "dangerous" 

since the last EMHS contact was bas^d on behaviqral descriptions given 

2 

in response to both open and closed ended questions. A modification^ 

^ * 

of behavioral categories developed by Smith et al., (1963) was used to' 

classify the subject as **dangerous" or **nondangerous** since the last 

3 * * * 

EMHS intervention. Two categories of, dangerousness were used; a "broad 

♦ 

'definition which included both actual and J^ireats. of actions endangering 
t||ie well being of sel<f or others, while actual acts alone comprised the- 
"narrow" definition-. Subjects were categorized with an inter-rater 
reliability of over 86*.' J 

Stress was measured by the Schedule of Recent Experience (SRE) 
developed by Holmes and associates* (Holmes and Masud^» 1972). The 
scale^ists 43 'life events requiring scwne adjustment of those involved. 

Each pv^nt-was assigned a weight bSsed upon prior research (Holmes and 

* 1 

Rahe* 1967^ Holmes and Masuda^ 197^) indicating its magnitude of stress. 
Although the previous' populations assigning the weights drid ranks were 
not directly comparable to our sample^ magnitude estimates an4^ankings 
over different populations have beert' sufficiently similar to provide at 



, least a rough ^stimat? of social stress in the present study {Hasud3 ^ 
antf^olmes, 1967), Respondents were asked whether the subject, of a 
crisis intervention visit had experienced ar\y «f these events within the 
past year. The weighted s(;ores of events >^ere summed for each subject. 
Those with scores over 150 were designated "High Stofss" {n^23) while 
those with scorei of 150 or less were designated "Low Stress?" {p=26). 
The mean^core was 157, .Stress scores could not be calculated for 8 

subjects due to insufficient inforrnation, ^ . 

* » 

r 

FINDINGS AND DISCUSSION 
Mental Health Associates predicted Ig {or 31% of the 57 followed up) 
to be* dangerous. 'Although this figure may appear high, i^t must be 
renembered' that HHA's only nfade hom^ visits irr serious cases that could 
not be handled over the phone or by referral. Also inflating' this rati 
are the disproportionate numbers of patients originally de*sign^it;;ed as 
dangerous in our follow-up sample. When the tota-l numfcer of patients ^ 
is considered, the proportion defined a'5 dangerous is only 2]% {21 of 
99). *^ , " . : 

^ Table I indicates behavior occurring since the last'EMHS.- contact 
^or subjects said by MHA's to be dangerous and thos^ not .so defined, " 

Table I about here 



Table la classifies po.st EHHS behavior using a "|>foaw' Wini'tion ^f 
dangerousness (actual or'threatened* behavicn^^hile ItA shows the same 
using a "harrow" definition {actual behavior only). The analysis shows 
no ^relationship b^eenWA predifction and b&havior at follow-up, 
suggesting^-thax Mental Health Associates ape^-n^ very^accurjite^predictors 



10 ' ' . 

of pfftient behavior** S1gn1f1car»tiy * 475E said to be dangerous did not , 

appear dangerous {broad deflnttlon) when followed up and, using a narrow 

V. 

definition, 7U of th6se declared' dangerous had neither committed nor 

. * 

threatened dangerous behaviors. ^CoRversely, of those, not evaluated 
as dangerous are class1^1e<J as' dangerous (broad 'definition) oh the basis 

of our foUow-UR of post EHHS visit behavior. The rate is 22% using^the 

■ ' . ^ - ■ ■ . ■ 

■narrow definition. Altljough MHA's predicted correctly *1n S6% (broad » 

definition) or 40% (narrow* definition) of the cases*, the^r prediction * 

il 1' 

did not differentiate those behaving dangerously and those not at a 
statistically significant level. ^ . ' , ' 



CotnparativeStudles : . * ' 

- ; ■ . ^ ^ 

Despite tKeir many strategic advaptages in prediction* ^elative to 

hospital-based psychiatrists,' MHA's appear unable to pV'edlct dangerousness 

.significantly better than the flip of a ^oin. However, this does nfft 

necessarily Indicate MHA's are any worse than more exter^ively trained * 

psychiatrists -or other professionals, there is no research allowing a 

direct comparison between' the Sccuracy 6f psychiatrist and fWA predictions 

However, several studies offer a baseline for indirect comparisons, 

♦ 

\especidlly- on the overprediction or "fa^lse positive" rate. 



• Some research has compared the post-hospital behavibfl^l^ former: 
niental patients to a non-patient pppulatidn (e*g*» iHnni ^ al,, 1976; 
Giovannoni and Gurel, 1967; Rappeport and Lassen i\T965')* Assuming that 
alv3 fonnerly institutionalized patients were originally evaluated to be 
dang^rous, an absence of violervt p6st-hospital behavtor might serve as. 
one indication of false positive rates. Unfortunately, all institution- 
alized patients ire not designated "dangerous. Even when patients are 



'labeled as dangerous, psychiatrfsts may actually be using the label to 

^legally justify incarceratlDn for some other reason (e*g*, the patient 

' • - \* 

may simply be seen to be In need of care). Further, the long-term care 

mediating an assesanent of dangerous airfd release might "cure" or at least 

"burn outVthe truly dangerous patient* Absence of post-hlspltal 

violence does not necessarily Indicate. the psychiatrist was wrort^ at the 

time of an initial evaluation* Finally, most of the follow-up v . 

investigations in these studies use selected arrest rates « indicators 

of dangerousness. Much violent behavior, {e,g, , tHat which occurs 

within fhe family or is not sufficiently damaging to require medical - 

care or police^ intervention) is probably undetected* Keeping these 

shortQpmings in mind, the most reCent •stu<iy tff 'this type by Zitrin, et 

al,» (1976) is illustrative. The authors report slightly IflgheV* rates 

of assaultive acts among ax-menta] pall^ents (16*85 arrests for viotent 

acts for every 1000 eK-patients) than a comparison .group of non-patient 

members of the same coitmunitylHs^^ per 1000)* If. it can be assumed 

that all mental patients were considered dangerous (and It capnot)* the 

"false positive" rate (thSse designated dangerous who do not actually 

coninit assaultive acts) is 98*356. ^ ' . ^ ' ' ^ 

* A second study predicting dangerousness among delinquents rather 

'than mental patients also serves as a comparison (Wenk et al*, 1972)^ 

Using a'varii^ty of psychometric tests and multivariate ^Statistical 

.^jSxiiiedures, the authors' pred1(^d future acts of violences among 4,146 

l^veniles. in California Youth Authority wards*' The follow-up data on ^ 

arrest^recbrds of released inmates indicated a 99*756 false positive 

rate (absejice of arrests for assauU^ve ac\^ among those predicted to 

be violent). 



' ' ' . . 12 

A series of studies by Steadnran and tfiTs colleaguSs at the-New York 
State Department of Mental Hygiene offer additional comparisons. A ' 
Supreme Court decision ( Baxstrom v. ^Herold) held that continued: 
detention in hgspitals for the criminally insane beyond maximum prison 
sentence without a proper oudiQii?iV review was a denial of^equal ^ 
prJbection. The^ resulting transfer of nearly 1000 patients from two 
New York maximum i^urity "prison" hospitals- to civi.l hospitals provided 

^St«adman and Cocez^a (1974) w1t|^ excellent field study. In arguing 
against the transfer=, state Officials had indicated that these patient? 
were "dangerou^" and e>^res«ed .fear and concerh about their impact when 
moved to civil, (los'pitals. Hbwever, a^four-year follow-up of the 
"Operation. Bajtstrom" patients rairealed tii^t only 26 of 967 had exhibited 

. sof^iently-vifi^ent behavior tb justify their return to a maximum 
security .facility. The "false positive" rate was therefore 97.3Si. A 

'sample of. 9&patients reldasetf^artd, followed up in the community , 

iy * ' ' ' ( 

produced only 2 persoife^^arrested for violent acts (approximately 9B% 

false positive). Again, interpretation of these ,rat^s as "over- 

prediction" assumes all patients were stiTl assessed as ^"dangerous" . 

at the time of transfer from maximum, security IhstitiJtion^. ;||:"'is' " 

possible that all of the Baxs^wn |)atients were correctly assessed as 
« # ■ ■ ' ■ 

dangerous at the time of initial hospitalization. However, »n i?xe»*age 
of 15 years' incarceration and a tne^n age of 47 at the t^me of tran^i^er 
may have rendered many, of these ^tien^ less threatening. .Although 
procedural rules djjctated that non-^dangerous patients should have 
already beeVtrahsfierred to civil hospitals (1»4k all the patients in 
the, court-ordered transfer can be presumed dangerous), it is possible 
that many Baxstrom patients Wfere actua^Uy. not dangerous but had remained 
in prison hospitals due to administrative neglect or inertia. 



^ Although two final studies aJso deal with crintinallj^ charged 
patients, they offer the .best comparative picture of psychiatrist and 
IW^^)red1ctive skills.^SJ|^n (1973) followed up persons convicted of 
a felony who wer? found incompetent to stand trial and who, by law. 



received psychiatric evaluations to determine their "dangeroi^sness.' 
The follow-UQ^J^lved monitoring behavior through hospital a^d police 
(arrest) records. Only US pf those labeled /"dangerous" were/arrested 
for violent crimes upon release to the conmunity (as compare(l to l6s 
of those considered "non-dangerous"),, resulting in anJE(6% false positive 
error. Finally* the work of Kozol et al (1972) demonstrates soine 

' J ■ - ^ *■ ' t ' 

success in reducing the faUe positive error with a group of 592 males, 
most of theiTi convicted ^s sex offenders. * Here the assessment of 
dangerousness went far beyond a single hospital-based physician. A 
team of psychiatrists, psychologists, social workers and others 

■ t *: 

subjected each patient to an intensive examination using a variety tff 
instruments and interviews, families of the patient and even victims of 
'th^^Sients' attack provided Information in. the assessment. During 
the five-year follow-up of patients evaluated as AngerousT but never- ' 
theless released by the courts, 35S recidivated, i.e., a false positive 
rate of 65!S.^ ^^foi^tunately, several methodological shortcomings in 
this study (Honahan, 1973) limit t)ie_ strength of its 'findings. 

. Table II sumnarizes the "false ppsitive" error^'rate in each study. 

Table II itbout here 

In the present investigation a "narrow" rather -than "broad" definition 

• /- ' ■ 
of dangerous behavior Is .a better basis for comparison with other •* 

studies. The overt assaultive behavior comes closest to the types of 

follow-uj) behaviors detected in the otfier investigations (primarily 

arrests). With a false positive rate of 7U, MHA's at least ^pear no ' 



worse than, other health professioanls. In/fact, the •Only study w^th.a/. 

' ' - " ' ^ ■ •* / 

better false positive .record fs'thatof Kozol «t a1., which used an/' * 

interdisciplinary teap applying a variety of methods .in 4n 'intensive 

evaluation of each patient. It should be noted that 'all .other studies 

dealt with criminal ly-'^ch^ged ^atieftts^ many of vihcAhad a history of 

assaultiveness, /he present stu<iy' deals with some pitienta/whb have 

acted out but have not involved police or medical care for the^ctlms. 

There is no, comparable study of danger iWedict|^or non-criminal ■ ' . 

patients* perhaps because it Is believed that prediction of dangerousness 

among such patfents is impossible.- Even^ozol^j^h.., assert th^"no 

one can preset dangerous behavior In an individual with no history of 

• dangerous acting out" (Kozol et 'al., 1972:384). 



The Ro'le of Stress : ^ . 

\ . • 

EarJIer It was suggested that situational stress should be an 

Important consideration In the prediction of dangerouspess* Table III 

t ► ] I 

Table III About Here' 
» 

J 1 ; 

demonstrates the validity of that concern as post-EMHS interventions 
behavior (with dangerousness defined broadly or narrowly) is associated 
'jrfith'the degree of stress present. Under ^nditions of high stress 65% 
exhibit dangerous behavior (broadly defined) while only 3U do'so in low 
sl^s situations.^ 

Therefore, it is likely that, the unanticipated environmental 
Stresses met by Subjects make prediction t difficult task for any 
professional. Ty investigate the interaction of stress and prediction, 
KHA's assessments and subsequent behavior indicated at follow-up were 



si 



Ik 



examined' under conditions df >iigh «nd Low stress. Because of th^-iSinall * 
ceH freqi^nc-iesi Table IV inclades only broadly .defined dangerousness. 
Under conditions of Low Stress, HHA's predictions of patient behavior are 

^ ■ '■ — — — ^ '—^ — 

' '' ' Table IV, About Here 



accurate at a level th^t approaches statistical significance. However, 
under, conditions "of High Stress, predictions are not significant,. 
Apparently, under stressful conditions, some of those said not to be 
dangerous actually manii^est'dangerous behaviors. 4 

■■a ' , • - O . ■ 

SUMMARY AND CONCLUSIONS 
Because of the limitaticJhs in design and analysjsVpartly a 
function of inutll sample' size, any results from this sttfdy^can only be 
treated tentatively and with caution. The data indicate that non- . . 
|pjychiatric health professionals with presumed advantages for predicting 
behavior are una^le^to predict dangerousness signtficant^ly better than 
chance.- Hdii^ver, comparisons with'Vsychiatrists show MHA's to be no_ 
worse,* afnd quite possibly better, at prediction. Unfortunately, the , 
-other investig|t.iptis are not equivalent in research design and populations 
studied* However, the occurrence of events producing stress apjj|ar 
associated with the presence of dar^erous behavior. Under conditions of 
\ Low Stress, .MHA's have a more accurate prediction record, than when 
-stress events occur. All thincfs being equal, HHA's do a creditable job 
of prediction. But all things are. not equal and other unanticipated 
fa'ctors interfere with expected relationships— a situation, familiar and 
frustrating to-all behavioral scientists. 



Our findings ha^swne obvious imp1ications"fo# tt^e "prediction of 
dangerousness in making involuntary civil- psychiatric conwitments, First» 
it would appear that multi-disciplifiary teams rather-tt\an psychiatrists 
alone should be Involved in the, decision-making* Interestingly^ Kozol's 
teaa {with the best.predlctibn record) is multi-dtsciplinary and report 
even lower error rates when only considering cases in vriiich agreeffient was 
reached between psychf^trists grid non-psychiatric personnels The input 
of those with knowledge of the patient's home setting and socio- 
cultural background should improve evaluations* 

Second^ evaluators must consider enyironmental stress in their 
prediction equation* Interviews with significafrt othey^s ([ireferably in 
the home setting}^ investigation into the Job status;;, financial well 
being, life style and whether or not the subject owns |, firearm might 

comprise some of the consideratibns* But this touches on a knotty legal 

* ^ * 

issue* \x\ the case fff a civil patient, incarceration" is allowable for * 

dangerousness resulting from a mental problenuf^r which therapy is to 

' - ^ * - ■ ' ■ J^^ 

be provided. An actuarial table designating nigh and low risk groups 

on the basis of such categories as^race, ^fex,^ income* etc*, msty violate 

* 

the spirit of the law. 

Finally, our results Suggest that psychiatrists may not jnecessarily 
be the most desirable personnel for predictions of dangerousness* 
Dangerousness is not a medical category and psychiatrists appear to 
have no special insight into its prediction. The testimony of other " 



non^medical personnel in cocnmjiftment heplngs might ^e more seriously 
considered by the court, 'TJ|ls is consistent wi th Ziskin's (1974) 
conclusions^ter reviewiri/j^r'body of research indij:4ting lay' persons 
wer6 as accurate, if notdibetter than experienced psychologists, in 
clinical assessments of subjects. Psychiatrists are a rare and expensive 



17 



conmqdity and the health cdre delivery system might be better served, on 

a cost-benefit basis, by experienced personnel with less training* But 
> 

Vail of these suggestions need the weight of additional evidence behind 
them- 

^Whether or not involuntary civil conmitinents shtwld be considered- 
at alU given the current knowledge and skills, is a legal and ethical 
^luestion beyond the scope of this paper* Our ffn^ings'iuggest that if 
we ^re to continue* usirn^ the dang^rousness criteria for involuntary 
civil cormitment, it mfght.be possible to improve upon the validity of 
spch predictions- ' ^ 



13 



Table I:. Mental pealth Associate Predictions of Dangeroushess and 
. Subject's Behavior Since tffexLast EftiS Intervention as 
Reported in Fqllow-up Interview* 



— ^ 1 




HHA Prediction * 




. Dangerous 

* 


Not Dangerous 


Behavior at Follow^p 


% 


(n) 


Si (n)' ' 


- — ' 

a**, Broad Definition , ;^ 
Dangerous 
Not Dangerous 
TOTALS 


.'53 
47 

lOOSi' 


[11 

(17) 


? 

42 (15) 
58 (21) 
-.lOOS (36) 


i)*** Narrow Definition 

DangenJdC ' 
Not Dangerous 
TOTALS 


'29 
• 100« 


12 

(17). 


♦ * • ' 

. 22 (8) 
78 (28) 
lOOSi (36) 

•I 



' *Due to insufficient tnformatiop, four subjects couU not be 
injiJuded in the analysis, ' j^*^ ' 



**x''=.59 
P=i.44 



***x'^=,32 
' P=:57 




Table II: "False Positive" Rates of MHA-'s Predicting tJangerousness 
Coinpared to Other Prediction Studies ' / 



Study . , 


- Not Found Oangeroift in FoUow- 
fup (i.e., "False Positives") 

* 


• 1 

MHA Study (narrow definition) ^ 


* 

* * * 


MHA Study (broad definition) 
Zitrin et,al. (1976) 


47% • ' - 
' V^- 
98% ^ ■ ' 


Wenk et'al. (1972) 


; « 
99. 7S* 


Steadman and Cocozza—hospUal 
follow-up (1974), 


' 97. as ' - 


<. 

Steadman and CDCDZza"CO(nmunity 
follow-up (1974) 




Steadman (1973) 


86% * ^ . r 


Kozol et al . (1972) 


65% ' ■ ■ - 



Table III: Behavi^ Since EHHS Intervention by Stress ^(SRE Measure)* 



Behavior at Follownap 



Stress 



.High 



(ni- 



si . 



Low 



(n) 



1$ 



**a. Broad Definition 
• ' Dangerous 
« Not Dangerous 
Total 

***b. Narrow Definition 
Dangerous 
Not/Dangerous 
Total 



(15) 
(23) 

' (9) 
(U) 
(23) 



65 

35 ' 

' \ \ 

' 61 
100% 



(8)' 

* 

m 

(26) 

(22) 
(-26) 



' 31 
. 69 . 

, 100% ; 

15 
85 

* 

lOOSS* 



*Due to Insufficient information 8 subjects couVd not be included 
in the analysis " ^ 

**x^=5.81; P=.Oi ' - ' , , 



***x =3.53i P=.06 



Table IV: jj^ntaV HeaUh Associate Predictions of ^angerousness and 
Subjects Behavior Since the Last EMHS Intervention as 
Reported at FoVlow-up» Controlling for Stress 



Behavior at " 
Follow-up / 
(Broad flefln^lon) 


MttA Prediction 


Low "Stress** * 


High Stress*** 


Not ■ i 
Dangerous Dangerous 
(«) ' ■% (n) % • 


Not 

Dangerous Dangerous 
(n) % (ri) % 


Dangerous^ 
Not Dangerous 
1 Total 


56 (3) 18 
(4) - 44 (14) 82' 
(9) 1 100" (17). 100 


(5) '56 (11) 79. 
(4) 44 . (3) 21 
(9) 100 (14) 100 



*Due to insufficient information 8 subjects could not be Included 

In the analysis. ..." 

**F1sher exact^e'st P**06 

***Fisher exact test ^=,94 




/ 



FOOTNOTES 



1, Six* interviewers were currently employed by the EHHS as either 
Keintal Hjea+^h Associates or Assistants. Although 'eware of general 
project goals, they did not know of our specific typotheses nop did 

'they have infonftation on the original dangerousness evaluation made 
by HHA's during the home intervention. 

ffllA's had a standardized interview schedule which they adopted in 
a flexible fashion* using language they felt to-be appropriate and 
pursuing certain lines of questioning when.Vt seened profitable, 
6ne of th^ authors monitored several tf^t\\k calls and judged the , 
• HHA's to be'^ite reliable in recording inftrmation derived from 
the interviews, 

2, 'Closed'ended questions consisted of items from the Sellin and 

Wolfgang" Seriousness Scale'{Sellin and Wolfgang* 1964)* a ^ ^ 
behavioral irttentory used in a follow-up study of schizophrenics 
in home settings {Pasamanick* et al,* 1967) an<l questions asking 
if specific behaviors originally reported hdd continued. Using 
specific c.losed ended questions hopefully reducedjhe distortion in 
recall of behaviors manifested since the last EMH5 visit. There 
appeared to be no differences in the reporting of'*dangerous 
^)ehaviors (or stress events) between those last seen by EMHS less 
than a year and those more than a year ago, ^ 

3, If the subject manifested ariy of the following behaviors* she/he 
was classified as datngerous using 'a ^'broad" definition. If ariy 
items with an asterisk were reported* the subject was also 
classified as dangerous using-a "narrow" definition. 



FOOTNOTES (continued) '. "/>• 

—J^-^cidental , . 

'*2, suicidal attempt - - , ' 

' - 3. refusing ,to eat or take medicine " 

4. "threat of physical harm . - . ■ 

*5. actual pt^ysical harrm > . ■ • 

6. destruction of property {intentional and significant) 

7. threat of fire ^tting 
*8. actual fire settincj 

9t threat of sexual assault * ' ' > 

*1^ actual sexual assault ' * ^ 

\\. resisting arrestT" * \ ^ , 

^ *12, miscellaneous violent atts potentiaVfy hamful to'M)thers, 

4. In several cases» subjects have been in various treatment settings 

^ since the last EMHS intervention. Yet there was no systematic 

relationship between treatmerit"Or type^of treatment—and post- 

EHHS visit behavior (dangerousness) or scores on the SRE. 

k This rate of overprediction has been^reduced nearly 10% in tnore 

recent unpublished studies. Personal Coifmunication* March» 1975, 

6, High and Low stress represent dichotomized scores on the SRE. An 

association between SRE scores and dangerous behaviors does not 

necessarily indicate ji causal relationship. Stressful events listed 

on the SRE (e,g.» loss of job» marital conflict^ geographic 

mobility^ etc) cQu3d be the result rather than^ the cause'of 

bizarre behavior. It is likely that behavior and li^ events were 

both causes and effects in a snowballing interaction^ But SRE 

sdores were not simply a result of unusual ^r dangerous behavior. 
Were this the 'case » a strojig association between original behavior 

{dangerpus or not) and SRE scores would probably exist. No such 

relationship was found in, this study. \ 
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